occurring in females will be difficult to determine. However, from our experience we consider these infections dangerous and we also know they may cause serious complications and death. REFERENCES Bergey D H(1957) (London) said that he, like most Members present, was stunned by the complexity and numbers of the anaerobes discussed so ably by Professor Carter. No investigations of this magnitude were done in his own hospitals. He said he would be grateful if Professor Carter would enlarge on the treatment of these cases.
Mr Albert Davis (London) said that severe Cl. welchii infections were still not uncommon, and he had recently had a fatal case following an abortion induced by douching. On the other hand a heavy growth of the same organism had been cultured from the vagina of a similar patient, who showed no clinical signs of infection whatever. He wondered what the explanation of this disparity was, and why it was that a bacterium so often found on the body and the clothes, and even on the floors of hospital wards, should so comparatively rarely cause serious infection.
Professor Carter, in reply, said that the anaerobic nonspore-forming groupwasa separate group and must be distinguished from the genus clostridium which formed spores.
In answer to Mr O'Sullivan, he had to state that there was no specific treatment for infections due to the anaerobic nonspore-forming group of organisms. Treatment with antibiotics and chemotherapeutic preparations was ineffective and, in certain patients, caused severe complications. Reliance had to be placed on general care, surgical drainage of abscesses, pyometra, &c., and on multiple blood transfusions.
Professor Carter said that infections due to spore-forming anaerobic clostridia varied markedly. In severe Cl. welchii infections there was some hope from specific therapy and from early operation if the diagnosis was established early in the disease. As Mr Davis had stated, positive cultures of Cl. welchii were recovered from the vagina, the endocervix and the uterine cavity of many patients in whom there were no clinical findings to suggest disease.
Much work was necessary on the anaerobic nonspore-forming group before many forms of obstetric and gyntecological infections could be treated with any degree of confidence. Paracervical nerve block is a simple method of affording substantial pain relief to women in the first stage of labour. The method has been described previously by other workers (Davis et al. 1962 , Freeman 1961 but has not hitherto obtained the recognition in this country which it deserves.
The principle of the method is the injection of local anvsthetic solution through the lateral vaginal fornix into the pelvic cellular tissue at the base of the broad ligament. This blocks the conduction of pain impulses in the autonomic. nerves leaving the uterus as they traverse the pelvic plexus to reach the presacral nerves.
The block is carried out by using a needle 15 cm long ensheathed by a rigid guard tube which allows the tip to project only 7 mm.' A syringe is filled with local anaesthetic solution (e.g. lignocaine 1 % with adrenaline 1:200,000) and attached to the needle. Vaginal examination is made in the usual way but only the edge of the cervix and the lateral fornix need be identifieda more detailed examination can, more advantageously, be carried out later.
A swab soaked in antiseptic solution and mounted in sponge-holding forceps may be passed into the vagina to cleanse the lateral fornix. The guard tube is then guided by the fingers into the lateral fornix at about the '3 o'clock' position with regard to the cervix. The needle is pressed home so that the end, projecting 7 mm from the guard tube, penetrates the vaginal wall for this distance. After preliminary aspiration to exclude penetration of a blood vessel 10 ml of aneesthetic solution is injected and (without removing the guard tube from the vagina) the procedure repeated at the '9 o'clock' position on the other side. The needle and tube are then withdrawn.
The exact injection site is not criticalsome have made the injections posterolaterally with equal effect and X-ray studies using radiopaque media have shown the spread of the solution is the same in either case. The effect is immediate and it will be found that stretching the cervix digitallya normally painful procedureis now painless. Detailed pelvic examination can now be carried out with ease.
The effects of the nerve block last about one and a half hours and in 70 % of cases the relief of pain is either complete or very considerable. Indeed 'A suitable needle is now supplied by Messrs Thackray of Leeds when the block wears off and pain returns the patient is apt to find it very distressing. For this reason the block should not be employed too early in the first stage, but rather towards its end. Investigation of uterine activity by means of the internal tocograph (Embrey 1958) has shown that the block has no significant effect on contractions.
Following paracervical block the relief of distress is so marked that a previously unco-operative patient will now become restful and permit examination. The method is also useful in patients who 'bear down' with contractions before full dilatation of the cervix, since these efforts cease with the ensuing loss of pain. Finally, it is of value to facilitate pelvic examination in a distraught patient.
Apart from possible intravascular injection of anesthetic solutiona hazard of any method involving local anmsthesiaits disadvantages lie mainly in the limited period of effectiveness. There is, however, no reason why the injection should not be repeated if desired. Center; its use there had been safe and had been featured by no untoward effect on mother or child and by no serious complications. When it worked the results were gratifying and labour might progress rapidly and with effectiveness. However, success was never achieved in all patients. None the less they insisted that the patient be on the delivery table with all preparations for her delivery. Their chief indication for its use was for the patient who had shown a desultory type of labour, who had fixed the vertex and who had cervical dilatation of 7 cm. The block was only given if close observation had shown that there had been no progress in labour. They also preferred to have an intravenous drip in place so that oxytocin could be given carefully, by means of the infusion pump, if after the block the desultory contractions were not effective and progress did not occur.
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It was a procedure that should be understood and too much should not be demanded of it if it was given too early in labour.
Some reports had given the optimal time for the block at 3-4 cm of cervical dilatation in the multigravida and at 4-5 cm in the primigravida. As stated above, they preferred to give it at 7 cm of dilatation. If the labour was slowed then the oxytocin drip was employed but for safety they insisted on the administration by the infusion pump. They did most deliveries under pudendal block; paracervical block in no way precluded the use of pudendal block.
Mr J V O'Sullivan (London) commended Mr
Cooper's work. So many obstetricians took the easy way in relieving the pains of labour, e.g. gas and air or pethidineboth of which were inadequate in many mothers. He thought paracervical block should if possible be given at three fingers' rather than four fingers' dilatation if real relief was to be obtained.
Mr Peter J Huntingford (London) said that to avoid the dangers associated with intravascular injection it might be preferable to use a solution of plain lignocaine without adrenaline if the duration of paracervical anesthesia were not particularly dependent on it. Further, in order to keep the dose of lignocaine within safe limits, and bearing in mind the possible need for pudendal nerve block in the second stage of labour to facilitate operative assistance, the strength used might preferably be 05 % rather than 1 %, provided that it produced an equally effective paracervical block.
Mr Frank Musgrove (London) felt that paracervical nerve block as a method for the relief of pain in the later phase of the first stage of labour was a procedure that could only be carried out in the larger obstetric departments, mainly those attached to teaching hospitals where there was rarely any dearth of medical manpower. But its universal use in the majority of obstetric units, where most of the deliveries were undertaken by the midwifery staff, was impractical. Certainly it had no place in domiciliary confinements. The plea for its use in cases of prolonged labour, especially when the membranes had been ruptured for some time, could only be condemned, since its employment, even under the most stringent aseptic technique, might give rise to parametritis, a condition which was becoming increasingly rare.
As an adjunct for allaying the fears of those patients who were already intolerant to and apprehensive of vaginal examinations, surely this somewhat lengthy procedure would only increase their resentment.
Finally, since this form of regional analgesia tended to diminish or even prevent the desire of 'pushing down' in the second stage, it must lead to a higher forceps-delivery rate.
Mr Keneth Cooper, in reply, said that there was no obvious difference between anaesthetic solutions which he had tried, with or without adrenaline, and he thought that 0 5% lignocaine without adrenaline would be just as effective and perhaps safer.
To assess the results patients had not been told that the injection was expected to relieve pain, and ten minutes later they were asked whether the pains were any different; the questioner being careful to avoid any suggestion of expected pain relief. It was soon found, however, that the attitude of the patient was so strikingly altered that there was no doubt when the distress had been relieved.
The method had been used on multigravida and primigravidi and he agreed that it was a disadvantage that it could not be used earlier in labour. To do so, however, would entail frequent subsequent injections when the effects of the block had worn off, and this might increase the risk of sepsis.
A pudendal block, if subsequently required, was not usually needed until some time later, so repetition of the anaesthetic injection did not carry undue risk.
An attempt to pass nylon catheters through the needle to give repeated paracervical injections without repeated needle puncture had proved unsuccessful. (Iffy 1960) , I tried to establish the time of conception in various types of ectopic gestation from the development of early products of conception, the diagram representing my findings showed a peculiar pattern. The marks indicating the calculated times of conception had fallen into two rather sharply defined groups: the peak of the first one coinciding with the last premenstrual week, and that of the second with the week preceding the first missed period (Iffy 1961 (Iffy , 1962a . From this and other observations a theory was formulated suggesting that ectopic gestations derive from conceptions preceding the last period, but apparently following the days of the midcycle, and that ectopic implantation is due to the mechanical effect of a subsequent menstrual flow on an unimplanted ovum, a concept which I later termed 'reflux theory' (Iffy 1962d (Iffy , 1963a . From these conclusions have arisen some new thoughts concerning obstetrical xtiology.
From the reasoning of the reflux theory it became a logical necessity to postulate that a menstrual flow may displace an unimplanted ovum into the lower uterine segment also, an assumption which provided the starting point for reearch on the etiology of placenta previa.
Another long-recognized fact is that ectopic pregnancy, placenta previa and placenta accreta, early abortion, hydatidiform mole and fcetal monstrosities share several characteristic features implicating a common etiology (Ify 1962c). The logical question is, therefore, whether the calculated times of conception in these pathogenetically interrelated conditions show a pattern similar to what has been presented as characteristic of ectopic pregnancy.
In a previous paper analysing 214 cases of placenta previa it was shown that the average birth weight (in relation to menstrual age) is significantly higher in this condition than in normal pregnancies (Iffy 1962b). A proportion of these cases is further analysed in Fig 1, considering cases with a menstrual age less than 37 weeks ( Fig 1A) and more than 39 weeks ( Fig 1B) separately. Figs 
